Numerous healthcare policies have been proposed to reduce the health burden associated with obesity in the United States through various aspects of obesity treatment and prevention. Many of these policies utilize body mass index (BMI, kg m − 2 ), as the instrument of assessment for implementation and evaluation. Traditional nomenclature defines obesity as a BMI ⩾ 30, and overweight as a BMI between 25 and 29.9; these BMI ranges were developed by assessing metabolic risk affiliated with various ranges.
Using BMI to evaluate policy is simple and intuitive, as BMI provides reasonable specificity and sensitivity as a marker of health in the general population. 1 However, BMI does not provide high predictive ability to determine an individual's current health status. In this issue, the analysis of 2005-2012 National Health and Nutrition Examination Survey data by Tomiyama et al., 2 demonstrated this, and they determined that solely using BMI as a risk indicator of health would incorrectly classify the health of an estimated 75 million US adults.
In such instances, the use of BMI as the single assessment tool may result in the policies that are counter-productive and discriminatory. The Equal Employment Opportunity Commission recently proposed a rule allowing a penalty of up to 30% of an overweight employee's health insurance premium if the employee does not lose weight and reach a lower BMI risk category. If the objective of this policy is to penalize those with ill health in order to incentivize them to improve it, this policy may penalize the substantial number of employees who are overweight or obese and do not have ill health and comorbidities. This policy may also fail to incentivize employees who are normal weight, and have metabolic disorders, to improve their health.
BMI-based policies may have other unintended consequences that make them counterproductive as well. First, policies that penalize or punish individuals for their BMI, or for not reducing their weight, are perceived by those with obesity as stigmatizing. 3 As a result, BMI-based policies can be not only unhelpful, but also harmful. 3, 4 BMI-based policies may also be unproductive as they often seek unrealistic weight loss. First, individuals may not have access to adequate tools for weight loss, as most health insurance policies do not cover the evidence-based obesity treatment modalities that ensure successful weight loss outcomes. 5 Then, even if covered by a patient's policy, most treatments (other than bariatric surgery, which is reserved for patients with morbid obesity or patients with obesity and comorbidities) produce 5-10% weight loss on average. 6 This amount of weight loss may be insufficient to move a patient to a lower-risk BMI category, leaving individuals who have lost weight still in the category receiving a penalty, despite the implementation of evidencebased treatment. A multitude of studies demonstrate that the BMI reductions expected from BMI-based policies are often overstated and unrealistic.
Finally, evidence suggests that some lifestyle interventions may reduce comorbidities independent of a change in BMI. For example, exercise alone, without a change in BMI, is sufficient to improve outcomes such as physical fitness, hepatic lipid content, blood pressure and insulin sensitivity. [7] [8] [9] If health is truly the focus of policies, and the health risk associated with high-risk BMI can be reduced from changes in lifestyle habits alone, the relevance of BMI-based policies for some outcomes is questionable.
Obesity is a chronic and complex disease, and the relationship between body fat and health is complex. Recognizing this, the definition of 'obesity' by The Obesity Society does not rely on BMI, and says so explicitly. 10 'We define obesity as an excess of body fat. It may be of either total body fat or a particular depot of body fat. The excess may even be in the morphology and function of body fat such that, for example, adipocytes, independent of total fat mass or fat mass distribution, are excessively enlarged. The adverse health consequences of accumulation of enlarged visceral or other adipocytes may tentatively be accounted for by enhanced secretion of most products of adipocytes that act as endocrine and paracrine factors on other cells, as well as the reduced production of adiponectin (27) . Note that we do not define obesity as a BMI greater than or equal to 30 kg/m 2 '.
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If policy makers seek to improve health, it is critical to recognize that obesity is not simply an issue of body weight. It is a life-long, chronic condition that requires persistent, evidence-based treatment. As has succeeded with other diseases, policy makers should focus on strategies that truly improve the quality of life and health of people with obesity. These may include lifestyle interventions that incentivize physical activity, reduced energy intake and encourage healthy habits, rather than a number on a scale. Due to the unintended consequences of BMI-based policies, there are many instances in which they may do more harm than good.
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